. No, 2

WRITE PLAINLY—USE UNFADING BLACK INK—MAKE A PERMANENT RECORD

Htiaes 542 WE
SER.LTJ94 &9 i

MISSOURI| STATE BOARD OF HEALTH

STANDARD CERTIFICATE OF DEATH
Primary Registration District Nn.._..__...._lo_.o 3

. 27029
State File Na_._,,682j:

Registrar’s No.

1. PLACE OF DEATH:

{s) County__._._._..........-s.t.n.....LQ.ui.a.’.....uo.A
{&) City or town.

(Il outsida ity or town limits, write "RURAL'" and nome of township)
{c) Name of hospital or institution:

City S8anisarium 9

{1f not in hospital or institation, write str t number or lgeaticn)

{¢) Length of stay: In hoapital or institution.._.x.x.‘.ﬂ.!.. QBLS_dﬁIE
22 years {Specity <hether

In this community.
yeara, months or linyl)

2. USUAL RESIDENCE OF DECEASED:
@ sae_Mlggourl (b} County.
(¢} Cityortown...._. 8t. Jouilg

(If outaida city or town Hmits, welte “RURAL™

(d} Street No.._...].'.josso 4 7th Bt .

{11 rural, give location}

{e) Citizen of foreign country?

2 (Yes or No}
[

If yes, name country

MEDICAL CERTIFICATION

k3 PRINT
UL NAME Bell Boyer Aug. 19
3. (5 If veteran 3. (0) Social Security 0. DATE OF, I?Q:T Month day
. ' N (o] N 0 .....................hour..............5..n.l 5 TOiTILE........ P P
name war. No
21. T hereby certify that I attended the deceassed f...-.m__.__.l.iax.._lam_..
5. Color or 6. (s} Single, widowed, married, 1941 9to B=1Q=MY 10
« s Female /| .white. MALTLeA || ot inet saw b BT ativeon 8-19-41 1o
6. () Name of husband or wife._....__..... 6. (¢} Age of husbard or wifeit || and that death occurred on the date and hour stated above. Duration
lliam Boyer g]jvg__________z_a___ years || Immediate cause of death
7. Birth date of deceased......... DEC o 2':[' '189?_______ it Paresis
(Month) Gai” |General. Paralysis.of. the Insand.....
8. AGE: Years Months | Days If less than ane day Due to..... 11-2-3 162
ERp
u3 z 26 Lr. min f ;
R Due to .
9. Birthplace Chicago /;mnmm V? ;T:‘
(Ciﬁ. town, OF couuty) k {State or foreign country) 77
ousewor Oth ditions
10. Usnal occupation i (ln:{u?l‘:r:;re‘mmy within 3 manths of dulh)ﬁ j&
11. Industry or busium..._B.Q..uﬂgme..!.uﬂ_....._..._,_._.._.__._~..._:__...._ T ] PHYSICIAN
. M —
B f 12, Name Unknown _ i "6 operstions. t? Y v Underline
E 13. Birthplace Unknown g_U__ngn own I ‘ ’ ) ‘. ;i - thhe_ghaléu:g )
cUy fn. or munu) ¢ (State o forvign conniry) Of auto ‘YES ( { ) hould be -
-] . pay. "
o { 14. Maiden name.._.....} n h L~ c‘haf::ﬁsm-
E 15. Birthplace Unkn Own fﬂnkn own _ - tistically.
=1 ¥ S town, o oount 7 1 or Toreign conntry) 22. If death was due to external canses, fill in the following:
(:%:e__.:,_- ﬁﬁ‘%— (a) Accident, suicide, or homicide (specify)
16. {a} Informant...... N
® & 5400 Arsenal Bt. .. . . .. || Dae of occursence
17, {a} (b) Date thereﬁ.u G 2 2 194.‘ (ey Where did lnjury occur? (City or town) (County} (State)
(Baurlal, cramation, or removal) (Montk) (] (Year) (d) jury occur in or about home, on farm, in industrial placc. in public placc?
{¢) Place: burial or crerr_xation..__g_,i ty -m ii'.l_&..ﬂ...fgzca o < P
18. (o) Signature of funeral director...... II - RE an Whife at wark?___.____.__,__(_p:uy wmﬁe:r:amnf LTS O —

(&) Address......F

5Boa A

v ANG-22.9041.5

Rogistrar's signsture)

23. Signature... 2 “‘M'

(M.D. orvth-)/‘ ——

H Address ... 8. __3-_1__}4_1__ 500, _Arsenel-8t. -

{Licensed Embalmer's Statement on Reverse Side)




1 0
RS

STATEMENT BY LICENSED EMBALMER .

I hereby certify that the body whose name is recorded on the reverse side of, this certificate was embaimed by me, or by

.......... ., Registered Apprentice No . ,

working under my personal supervision,

L . M

o ) Licensed Embalmer No.

P: O. Address
Note: The above MUST BE SIGNED BY THE LICENSED EMBAIMER in lus OWN H.ANDWRITII\G (Failure to comply with
the above constitutes grounds for revocation of license.)

If this body is not embalmed, fact should be so stated above.




